Most of the cases of acute large bowel obstruction due to carcinoma follow on a prolonged period of chronic or subacute obstruction and it is by no means easy, when going over a large number of case records, to be quite certain into which category a given patient falls. This inevitably brings a certain lack of precision to our statistics. There is also a great practical difference between a case of early acute obstruction without much distension and the late case with a tensely distended abdomen, profound dehydration and commencing circulatory failure.
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The presence of acute obstruction adds greatly to the operative mortality in carcinoma of the colon. When we read of such remarkable results as A. W. Allen's (1950) series of 159 resections for cure in carcinoma of the colon with 2 deaths, or 12% mortality, we must remember that the great majority of these were early and non-obstructed cases: we must aim at equally good results for the obstructed cases.
Let me quote two series of cases from the Manchester Royal Infirmary, separated by eighteen years. In 1923 A. H. Burgess analysed all the cases of acute obstruction of the colon treated in the Royal Infirmary during the ten years 1913-22 inclusive. He found that there were 173 cases of acute obstruction of the colon due to carcinoma with 59 deaths, a mortality of 341 %. At the Manchester Royal Infirmary in the eleven years 1940-50 inclusive there were 177 cases of obstructing growths with 51 deaths within one month of operation, or 29%. This shows deplorably little progress as compared with the earlier series. I have been given similar figures from two other large teaching hospitals both for the year 1949. In one hospital there were 34 cases of large bowel obstruction due to carcinoma with 9 deaths, an operative mortality of 26-5 %, and in the other 23 cases with 8 deaths, a mortality of 34.8%.
There is, then, a special group of patients, who, by reason of the acute obstruction with which they are admitted, are in great jeopardy. Because of their admission as urgencies we should try to lay down certain principles of treatment for the guidance of hospital registrars.
Mortality figures.-It is satisfactory to note that, high as the mortality is, there has been a marked improvement during the eleven years under investigation. Thus in the years 1940-44 inclusive there were 96 cases with 36 deaths, or 380%, in 1945-50 inclusive there were 81 cases with 17 deaths, or 21 %. If we consider only the last three years 1948-50 there were 36 cases with 6 deaths, or 16 6%, and all of these deaths were in non-resectable cases.
The comparable figures for carcinoma of the colon that were not acutely obstructed are: 1940-44 161 cases with 35 deaths, or 21.7 % It is noteworthy that of the 177 acutely obstructed cases 900% were in the left colon and 10% in the right colon, whereas in 375 non-obstructed cases the left colon contained 74% and the right colon 26 %.
Save for the uncommon stenosing growth of the ileo-caccal valve, the proximal colon, with its wide lumen and fluid contents, is not very liable to obstruction by a carcinoma.
Immediate operation within a few hours of admission as an urgency was performed in 130 cases with an operative mortality of 26, or 20 %, while delayed operation in 45 cases gave 13 deaths, or 29 %. Two cases were not operated on and both died.
The nature of the primary operation for the relief of the obstruction is shown in the following table, along with the mortality from the operation and from later resections. PRIMARY It should be noted that during the last three years 1948-50 there were 19 resections for acutely obstructing growths with no operative deaths. It should also be stressed that as in all malignant disease of the abdomen the death-rate was far higher in the late cases in which only palliative operations were possible than in those that were diagnosed early enough for radical measures.
The deaths in the 79 resectable cases are worth examining in relation to the type of operation performed. , 7 , 12 ,, 15 These figures might seem to argue strongly in favour of the Paul-Mikulicz operations as carrying greater hope of a long period of freedom from recurrence; but it must not be forgotten that the Paul-Mikulicz operation is most frequently performed in those very mobile and accessible regions, the transverse and pelvic colon, where a radical cure by any method is more probable than in the fixed portions of the colon. For this reason these figures should not be taken at their face value.
DIAGNOSIS
It ought to be possible to diagnose carcinoma of the colon before acute obstruction arises. Almost invariably, if we go into the history of these obstructed cases we find there has been a period, often prolonged, of irregular diarrhoea or constipation, with the passage of blood-stained mucus, or at any rate of mucus, and slight or severe spasms of colicky hypogastric pains, relieved by passing flatus. Once in a while we find a patient who has had no recognizable symptoms until the accidental impaction of, say, a swallowed plum stone in a malignant stricture or an intussuscepting growth brings on acute obstruction, but such cases are so rare that we can ignore them.
We may well follow Burgess in classifying these acutely obstructed carcinomas into three groups: (1) Those in which it is impossible to tell whether the obstruction is in the large or small intestine.
(2) Those in which the obstruction is certainly in the colon, but the exact site cannot be localized.
(3) Those in which the site of the obstruction can be detected. Group 1 should be very rarely encountered. It is only in the most advanced cases of obstruction, with great distension and marked visible and palpable peristalsis in the small intestine, that it may be hard to say whether the obstruction is in the large or the small intestine or at the ileocaecal valve. The patient is generally too ill to undergo an examination by barium enema or sigmoidoscopy, but a straight X-ray of the abdomen is of great value in giving us the approximate site of the obstruction.
Group 2 is not uncommon, where we know from palpable peristalsis in the cecum that the obstruction is below that point, but where we cannot palpate a mass owing to the marked distension or to the inaccessibility of the growth. In such cases it is a useful guide to give a simple enema and note how much fluid is tolerated before it is ejected. If the obstruction is in the region of the splenic flexure the amount will be under a pint, but if in the lower pelvic colon not more than half a pint. TREATMENT In the management of these cases we have to think of the obstruction as a problem quite distinct from the radical removal of the growth. The obstruction is the main immediate danger, first by causing dehydration, hypoproteinemia and circulatory collapse, secondly by the increased virulence of the organisms in the distal bowel above the obstruction with the risk of spontaneous perforation of thecaecum, or of post-operative peritonitis or anaerobic infection of the abdominal wall. Ideally we should overcome the effects of the obstruction by non-operative measures, sterilize the intestinal contents by appropriate drugs, and proceed to deliberate resection of the growth later. It is just in these acutely obstructed cases, however, that these ideals are so often impossible to attain. It is no good giving Sulfathaladine or aureomycin to a patient with obstructive vomiting. We can and should in every case on admission take steps to remedy the dehydration and deficiency of electrolytes and protein in the blood by intravenous drip, and a Ryle's tube should be passed into the stomach and continuous suction applied. But it may be impossible to overcome the distension without operation.
The Miller-Abbott tube has been used extensively in obstruction due to growths in the proximal colon. Whipple (1943) has reported a series of 57 ileo-colectomies for cancer of the proximal colon of which 41 had a Miller-Abbott tube passed with 4 deaths, and 16 had no Miller-Abbott tube with 3 deaths.Irr his total series of 86 ileo-colostomies, 59, or 68 6 %, had a pre-operative Miller-Abbott tube passed, and in all but 5 of these it passed beyond the stomach. But most of his cases were evidently in the stage of chronic obstruction and had not become acute. In acute obstruction, with a very ill patient and persistent vomiting, should deprecate prolonged attempts at coaxing a Miller-Abbott tube through the pylorus, though admit we have not given the method an exhaustive trial. I should also fear in very distended patients where the site of obstruction is uncertain, that the method might sometimes be used in a case of strangulation of small intestine by a band or a volvulus of the pelvic colon or cTcum, and that vital time might be lost. In all the most acutely obstructed cases then, if no relief is obtained by enemas, we should devote a few hours only to rehabilitation of the patient by appropriate intravenous fluid and gastric suction, and should then proceed to operate.
There are those who hold that with any considerable degree of distension it is better to do a so-called "blind" cTcostomy rather than to explore the abdomen at this stage. I would concede that in a few of the very late cases with the most extreme distension this may be sound advice. But with the profound muscular relaxation that we can obtain by the use of curare or spinal anesthesia there are very few cases in which it is dangerous to carry out a very gentle manual exploration through a right paramedian incision. It is a great gain to find out at this stage exactly where the primary growth is, whether it is fixed or mobile, and 49 781 whether there are secondary deposits in the lymph glands, in the peritoneum or in the liver. Where distension is so extreme as to threaten possible rupture of the cecum I do not hesitate to insert a needle attached to a sucker into the most distended portion of the colon at a point where an encircling purse-string suture has first been placed. Provided that the greatest care is taken to avoid soiling, this is a safe and very helpful procedure. Where I do perform a cvcostomy I like to know that it is the most appropriate form of decompression, and that only goes for growths in the upper ascending colon and the region of the hepatic flexure. For growths in the middle of the transverse colon and downwards I believe a loop colostomy done in the transverse colon gives more complete relief from obstruction than any caecostomy and enables one to get the bowel above the growth more efficiently cleansed before resection. Pelvic colostomy at this stage should be reserved for growths in the lower pelvic colon that cannot, for various reasons, be resected later. To do an emergency pelvic colostomy for a resectable obstructing growth at the pelvirectal junction or above it is bad surgery, as it embarrasses the resection at the next stage. A transverse colostomy is well out of the way when the resection of pelvic colon or abdominoperineal resection is done. It can be closed quite easily as a third stage operation.
But what of those cases where the obstructing growth is at the ileoczecal valve or in the cxecum? I think one should avoid an ileostomy and do a lateral anastomosis between the ileum above the obstruction and the transverse colon, and then do a right hemicolectomy two or three weeks later.
In the less severely obstructed cases of cxcal neoplasm with an easily mobilized growth, it is permissible to do a primary hemicolectomy, but a tube should be passed, as E. G. Muir has suggested (1947), through the blind end of the transverse colon and up through the anastomosis into the ileum. Suction is applied to this tube and to a Ryle's tube in the stomach for the first two or three days after operation. The same device might very well be used where obstruction is more extreme, and it is only considered wise to do a lateral anastomosis as the first stage.
When we come to resection and anastomosis after a preliminary transverse colostomy there is some difference of opinion as between the advocates of so-called aseptic anastomosis and those who prefer open suture.
My own view is that if the obstruction has been efficiently relieved at the first stage, and the bowel between the colostomy and the growth well cleansed, we need have no fear about doing open suture. It is technically easier than the aseptic methods, and with the protection afforded by streptomycin, aureomycin and the sulphonamides it is safe. It is the careful attention to detail with which the anastomosis is carried out that matters rather than the precise method. Generally end-to-end anastomosis is preferred, rather than lateral.
Closure of the colostomy at the final stage can be a difficult operation and carries a certain risk as we have seen. I believe that a free resection of the fibrosed colostomy should be carried out, so that normal bowel is exposed on either side for the anastomosis.
But what are we to say about the Paul-Mikulicz operation or its variant called by Rankin obstructive resection? I think there is room for a good deal of difference of opinion on this point. My own feeling is that the need for this operation has become less in recent years. It had its great vogue at the time when any operation involving an open anastomosis carried great risk of serious and probably fatal anaerobic infection, either of the peritoneum, or more probably of the cellular tissues of the abdominal wall and retroperitoneal region. Now that we have such powerful antibiotics this danger is greatly reduced. The Paul-Mikulicz operation does tend towards a somewhat limited. resection of the lymph drainage area connected with the growth, or if we are determined that it shall not do this, we may find that we are left with dangerous tension on one or both of the ends of bowel left in the wound, with risk of retraction and intraperitoneal infection. Further it is a messy operation, and the final closure of the colostomy is apt to be much more difficult than the closure of a loop colostomy. Finally it usually involves a considerably longer stay in hospital than a three-stage resection.
of the large bowel should not have dropped to the same degree, yet such is the case, the overall figures being not very different from those published in 1929 by Burgess. The reason is, of course, that most of these new therapeutic advances apply either to acute intestinal obstruction or to carcinoma of the large bowel, but not to the lethal combination of the two. Thus, the treatment of acute obstructions of the small bowel and of paralytic ileus has become much more effective with the universal adoption of gastro-intestinal suction drainage and intravenous replacement of lost water and electrolytes, but suction SEPT.-SURG. 2 drainage is disappointing in seeking a means of decompressing an obstructed colon and is, at best, an ancillary to surgical decompression, while many patients exhibit but little evidence of dehydration and chloride loss. Similarly the planned resection of a carcinoma of the bowel has been made safer by the development of sulphonamide drugs which, given over a period of several days, reduce bacterial activity within the bowel, but this does not help solve the immediate emergency of acute obstruction.
It does appear then that acute obstruction due to carcinoma of the large bowel presents very much the same mechanical problem to the surgeon to-day as it did twenty years ago and that advances in ancillary measures have not affected greatly the surgical measures necessary for its relief.
It is, of course, a mechanical problem, and the pathology is best understood on this basis. Since the obstruction is often of the closed-loop variety, the intra-luminal pressure in the colon may be much higher than in any small gut obstruction and the vascular effects upon the colonic wall correspondingly more severe, with oedema, ulceration, intramural thrombosis and possibly perforation. In passing, it may be stressed that perforation is by no means confined to the caecum. It may occur anywhere in the colon above the obstruction, including particularly the area just above the growth.
It is desirable, before planning one's scheme of treatment, to decide, if possible, whether the obstruction is, in fact, of this closed-loop variety or whether the ileocvcal valve is incompetent so that colonic distension isjless extreme but accompanied by ileal distension. This point can frequently be settled by study of plain X-ray films. [Some X-ray films were demonstrated.]
As regards clinical diagnosis, a full description is clearly beyond the scope of this discussion, and I would merely mention one point and that is the frequency with which the patient complains of pain and tenderness in the right iliac fossa and has a mild pyrexia. One must, of course, beware of labelling such cases appendicitis.
Returning now to radiological diagnosis, this is often of great assistance. Not only will plain X-rays demonstrate that obstruction is present, but will exclude a volvulus, indicate the site of obstruction with a fair degree of accuracy and usually show whether or not the ileocaecal valve is competent, all important points. One minor snag may be mentioned. The descending colon, even if above the obstruction, often does not distend to the same degree as the rest of the large bowel, and an obstructing carcinoma in the pelvic colon may therefore be incorrectly diagnosed as a growth of the splenic flexure if plain X-rays show gas shadows stopping at this point.
It is questionable whether or not it is permissible in cases of acute obstruction to outline the lower bowel with a barium enema. Undoubtedly useful information may be obtained, but of course one must remember the risk of perforation, small though it is, and the barium must be run in under a low head of pressure. It is not, in fact, a popular investigation in this country, though often employed in the U.S.A. There is the additional point that if the obstruction is not absolute and there is any question of delaying operation, a little barium forced past the stricture may form a solid "cork" and change an incomplete into a complete obstruction (Figs. 1 and 2). TREATMENT It is of the greatest importance to make an accurate pre-operative diagnosis of the presence and the site of a carcinoma, and thus to avoid an exploratory laparotomy, a procedure which has little to commend it. Certainly it does not allow an accurate assessment of local operability, for a fixed irremovable mass may become much less formidable once surgical decompression has allowed cedema and inflammation to subside. It is also not without risk, and we have all seen or heard of cases in which the first insertion of an exploratory hand has ruptured a softened, oedematous, distended bowel.
The second point is that, in my opinion, conservative treatment, and by that I mean an attempt to relieve the obstruction by continuous suction with a tube and without surgical intervention, has no place in the treatment of acute obstructions of the large bowel. As an ancillary measure suction is, of course, of very great value, particularly if there is an incompetent ileocaecal valve and associated ileal obstruction, and in any case the stomach must be emptied before an anaesthetic is given, but I do not feel that there is justification in delaying operation while an intestinal tube is passed first through the pylorus-no easy manceuvre-and then through the whole length of the small intestine.
Next, there is the question of immediate resection in the presence of acute obstruction. f suppose in an incomplete obstruction this is occasionally permissible, but if obstruction is acute and complete f do not think there is any place whatever for immediate resection, even of the Paul variety. It carries an over-high mortality and at best results in the removal of a less radical block of tissue than is the case if decompression is followed by planned resection two or three weeks later.
Early surgical decompression, without exploration, is then the treatment of choice. The manner in which this is achieved depends upon the site of the growth. If in the left colon, cecostomy or transverse colostomy will achieve decompression, but of these transverse colostomy is much to be preferred. To my mind, the performance of a blind cecostomy in a fat patient, with a tense, distended cxecum difficult to draw into the wound, can be a most trying operation and usually ends with much undesirable soiling of the wound. It then provides a vent, but does not defunction the large bowel below it and frequently does not, as its advocates sometimes claim, close spontaneously after resection has been carried out, but requires operative closure. I believe a much better procedure is to localize the transverse colon by the gas shadow in the plain X-ray, with a coin on the umbilicus as a guide, to make a transverse musclecutting incision over it through the upper right rectus, draw out the presenting loop of transverse colon with a glass rod under it and insert two soft rubber catheters, one up and one down.
The right-sided carcinoma presents a different problem, and the choice lies between a caecostomy and an ileo-transverse colostomy, of which, naturally, the former applies only to growths well away from the cxcum and the latter particularly to growths of the cxecum itself. Ileostomy also has on occasion been advocated for an obstructing carcinoma of the cxcum, but is not now greatly favoured. One should not, I think, pay too much attention to the claim that cecostomy complicates the second stage of right hemicolectomy by fixing the cecum to the abdominal wall, for there is no particular difficulty in removing with the half-colon a section of the overlying abdominal wall. Nevertheless, it is usually preferable to perform an ileo-transverse colostomy, though in so doing one must beware of leaving behind an unrelieved closed loop obstruction if the ileocaecal valve is fully competent. Mr. H. E. Lockhart-Mummery: Though I cannot claim to speak from much personal experience, I thought there would be something to be learnt by reviewing a series of cases collected from London Hospitals. Through the kindness of the Surgical Staffs of St.. Bartholomew's, the Westminster and St. Mark's, f have been allowed access to the records of those hospitals; and through the good offices of Dr. Avery Jones and Mr. Norman Tanner I have had access to the records of the Central Middlesex and St. James' Hospitals. From all these sources f have had the opportunity of studying the notes of 90 cases of acute large bowel obstruction due to carcinoma, about two-thirds of them being cases from the years 1946-50, the remainder from the decade before that. The series does not, of course, present all cases admitted to those hospitals, in those years, as records were often incomplete. But it is an unselected series, and I believe fairly representative of the condition as seen in London.
The high mortality of this condition has already been emphasized by the previous speakers. At least two reasons for this are not far to seek. Firstly, these patients present with a potentially fatal complication of a potentially fatal disease, and are often already in poor health as a result of the carcinoma when the obstruction supervenes. Secondly, the agegroup in which the condition occurs is one unfavourable for surgery (Table I) . The site of obstruction in the colon was of course predominantly left-sided (Table II) . But there are two other points of interest. First, the splenic flexure was the site of the obstructing growth in over a quarter of the cases-whereas in all published series of colonic carcinoma taken as a whole, growths at the splenic flexure form only about 7 % of the total. These figures bear out the well-known fact that the carcinoma at the splenic flexure is notoriously the "silent" growth of the colon, frequently undiagnosed until obstruction occurs. Second, there were seven growths in the right colon. Of these, only one was in the ctecum-though the cxcum is the commonest site of right-sided carcinoma, obstruction is an uncommon sequel, and is more frequently caused by the rarer ascending colon and hepatic flexure growths. If the cxcum is distended, the chances are 9 to 1 that the site of obstruction is at or distal to the splenic flexure.
Sometimes the site of obstruction is immediately apparent in the X-ray, but in others the picture is more confusing, particularly when the small bowel is also distended, but the cxcum is the clue. A volvulus usually gives a characteristic picture, and can nearly always be diagnosed or excluded for certain by a pre-operative plain film. The more accurate the pre-operative diagnosis, the less exploration will be necessary at operation, with correspondingly greater benefit to the patient.
Gastric suction and replacement of lost fluids intravenously are necessary and accepted ancillaries to surgery. It is important to realize, however, that these patients, though perhaps dehydrated and quite frequently protein-deficient, are very rarely salt-deficient. Excessive intravenous saline is therefore particularly dangerous, and liable to lead to early cedema.
The principles of modem surgery for colon cancer are well established, but have seldom been stated with greater clarity than by McKittrick (1948) ( Table IfI) . "Adequate cancer operation" after full mobilization is the ultimate aim, and the treatment of the obstruction should be looked upon as a step, albeit hurried and forced upon the surgeon, in the preparation of the bowel for resection. I do not believe that the operation described by Paul in 1895 fulfils any of these criteria when done for acute obstruction, though the principle remains of great value in colon surgery. The necessary mobilization in the presence of the distension and mesenteric cedema and shortening associated with acute obstruction is difficult, and such manipulations are dangerous in a sick patient. Too often a short and inadequate specimen with poor mesenteric clearance is obtained with therefore considerable risk of recurrence. Modern principles demand a wider sweep of mesentery, a higher ligature of vessels, and, though less essential, a wider clearance of the growth in the bowel.
It is also important that if a proximal colostomy is done, it should be so sited as not to impede the second operation. The minimal clearance considered necessary for a sigmoid carcinoma, the commonest site of obstruction, is shown in Fig. 1 , but the wider sweep also shown is certainly more radical, and may be the operation of choice. This wider sweep becomes necessary if nodal metastasis is extensive, in order to take the inferior mesenteric vessels at their origin. Such a resection would mean mobilization of the splenic flexure if continuity is to be restored, and so any colostomy should be in the right transverse colon, performed preferably through the right rectus muscle. Post-operative hernia is less common here, and a left paramedian incision can still be made later without encroaching on the colostomy. The next most common site of obstruction is the splenic flexure, and here again a very wide resection may be necessary in dealing with the carcinoma, though the inner area is the more usual one. The colostomy should therefore be even further over to the right side. It is drawn here in the ascending colon, but where the transverse colon is very long, a colostomy just distal to the hepatic flexure is adequate and certainly easier to establish (Fig. 2) .
While this series of 90 cases is too small to make any figures statistically significant, I think there is something to be learnt from an analysis of them. Of the 20 deaths, 4 were due to associated peritonitis, already present on admission. 3 of these patients were submitted to laparotomy and one was considered too ill for surgery, but all died. The combination then of large bowel obstruction and peritonitis from perforation is a particularly fatal one. One other patient was admitted moribund from long-standing obstruction and died without an operation being performed. Thus 85 cases were operated upon for obstruction only, and of these 15 died-a mortality of 18 %.
Of these 85 cases 7 were treated by immediate resection, one by right hemicolectomy, 6 by Paul's operation (Table IV) . The right hemicolectomy was done by a very experienced surgeon on a patient in good general condition, who did very well, but I doubt if it is the best operation in the average case. Of the Paul's operations, 2 died, both with persistent distension; and of the 4 survivors 2 had local recurrence in the wound, 1 after six months, 1 after a year. f have already indicated why I believe the operation to be theoretically unsound, and the results even in this small series do not seem to justify it as an emergency procedure.
Five cases of right-sided obstruction were treated by ileo-transverse anastomosis. Of these 2 died, but they were both very poor risks, and both the deaths were due to cardiac failure. These cases may serve to emphasize that any operation involving suturing is necessarily longer, and may be unwise in a poor-risk patient. A colostomy in the ascending colon is necessary (see text).
Most surgeons are of course agreed that for left-sided obstructions, a proximal decompression is the correct procedure; but there is still controversy as to its site and nature, particularly between cecostomy and colostomy. Individual preference and experience is bound to play a large part in every surgeon's attitude to this problem. But I believe that colostomy has many advantages for left-sided growths. Decompression is better, and, equally important, defunctioning of the distal bowel is complete-and early ambulation can be more easily encouraged. Most important, colostomy is, I believe, both easier and therefore safer. Cecostomy by the tube method means opening the bowel with the peritoneal cavity exposed, and, however carefully packed off, there is some danger of peritoneal soiling with the highly infective bowel contents. 20 cases in this series were treated by ctecostomy, of whom 4 died, that is 1 in 5, 3 of them of peritonitis (Table V) .
That a caecostomy does not always close spontaneously, as frequently claimed, is shown by the fact that at least 4 of the remainder required an operation for closure. In certain of these cases, too, the note of the subsequent operation for resection mentioned the fact that the bowel was still considerably distended and loaded. Such operating conditions did not matter so much when Paul's operation was the usual method of colonic resection, but now that immediate anastomosis is more commonly practised, they add greatly to the dangers of the operation.
The operation most frequently performed in this series was a transverse colostomy, usually after a laparotomy, though some of the cases were done "blind", and in 12 cases the colostomy was made in the iliac colon (Table VI ). There were 7 deaths in the 53 cases, that is about 1 in 8. 2 were from cardiac failure, and 2 from cachexia due to the obstruction supervening on widespread malignant disease. The other 3 deaths are more directly attributable to the operation, but only one died with persistent distension. The recovery in the others appears to have been singularly uncomplicated, and though all needed a final operation for closure, it was most impressive to read the notes of many patients in their 70s and 80s, admitted with obstruction, who came through a three-stage procedure and left hospital in two or three months with normal bowel function.
I have already dealt in theory with the siting of a colostomy, and I believe that an iliac colostomy should not be made in these patients unless one is absolutely certain that no further operation for removal of the growth can be performed, when of course it is less of a burden than a transverse colostomy. The removal of a primary growth of the colon is nearly always worth while, particularly if continuity can be restored, and even in the presence of liver secondaries, though then a palliative short-circuit may sometimes be wiser. Also, sepsis so frequently plays a part in colonic growths that local fixation alone, unless massive, rarely renders a growth inoperable. In the presence of acute obstruction, where the inflammatory reaction may greatly increase fixation, the lack of mobility may be particularly misleading. There were several cases in this series where the growth was noted as being fixed at the laparotomy for obstruction, while at the second operation it was found to be mobile. There were a further 8 cases, where, apparently because of fixity only at the laparotomy, the growth was considered inoperable, and no further operation performed. While there may have been other factors, not apparent in the notes, which prompted this decision, f feel that some of these patients might have been saved if further exploration had been undertaken when the distension had subsided. Certainly fixation alone should not be an indication for an iliac colostomy, since this would render a subsequent attack on the growth even more difficult.
Most surgeons are agreed that when a patient is very ill or very distended, a "blind" operation is wiser, and it is in such cases that plain X-rays are of the greatest value in localizing the obstruction. In other cases, less seriously ill, most surgeons prefer to do at least a limited laparotomy, to ascertain for certain which parts are distended, and then to establish the decompression at the optimum site. There is little to be gained by palpating the site of obstruction, apart from determining its exact site, and indeed there are certain dangers. It has already been shown that the chances are 9 to 1 that the cause of obstruction is a carcinoma-if it is not, then blind palpation in the midst of distended coils is unlikely to establish any other diagnosis; and anyway the immediate treatment is the same. I have already indicated the fallacy of attempting to assess operability. The dangers are the risk of perforation, and the spread of malignant disease. There were no cases in this series where handling of the growth led to perforation near-by, but the danger none the less exists, and 3 such cases, all fatal, are mentioned by Michel and McCafferty (1948) . That malignant disease can be seeded in the peritoneum by injudicious handling is well known, and one case in this series had recurrence in a transverse colostomy after laparotomy for a sigmoid obstruction.
Though I have compared in Table VIf the different methods of treatment, I have not expressed them as percentages, both because the numbers are so small, and because the differences are not statistically significant. f realize, too, that any series such as I have presented, relying as it does on reading notes, cannot take into account many factors that may have influenced the surgeon's judgment, and that it is unwise to lay down generalities when we are dealing with individuals. Nevertheless, the figures do indicate that colostomy is probably a safer operation than cxecostomy, and together with its other advantages I believe it to be the operation of choice for left-sided obstructions.
It is very gratifying to be able to present a series with an operative mortality of only 18 %, which figure is a tribute to the skill and care of the many surgeons concerned. I would like again to express my deep indebtedness to the Staffs of St. Bartholomew's, the Westminster, and St. Mark's Hospitals, to Dr. Avery Jones and to Mr. Norman Tanner all of whom have allowed me access to their records-to the Pathology Department of St. Mark's Hospital for the photographs of specimens-to Dr. Peter Hansell for the other photographs-and particularly to Mr. C. Naunton Morgan for invaluable help and advice.
